Patient Scenario: A 20-y-old male Division 1 college basketball player sustained a grade 2 inversion ankle sprain during preseason that is preventing him from practicing and competing. Clinical Outcomes Assessment: The Foot and Ankle Ability Measure (FAAM) was administered to the injured athlete as an evaluative tool to provide the clinician with valuable subjective information on the patient's self-reported function. The FAAM consists of 2 subscales: the activities of daily living (ADL) subscale and the sports subscale. Together the 2 subscales contain 29 questions (21 questions on the ADL and 8 on the sports subscale), which assess self-reported function and disability in the foot and ankle. Clinical Decision Making: The addition of the self-reported functional measures provides the clinician with more quantitative data to make clinical decisions than is possible with typical clinical exams. Self-reported functional assessments should not replace thorough clinical examination or sound clinical judgment; instead they should be an adjunct to them. Clinical Bottom Line: In addition to our objective assessment tools, the FAAM provides clinicians with a tool that can be used to assess function and disability through our patients' self-reported responses. When used for evaluative purposes the FAAM can measure an individual's changes in function and disability over time.
In the practice of sport rehabilitation the measurement of self-reported function over time is important for both clinicians and patients. Measures of self-reported function enable clinicians to assess changes in functional limitations and disability after clinical interventions. 1 These measures quantify a patient's perceived health status and can be readily used to assess changes in function over time. Measurement of self-reported function after an acute lateral ankle sprain is particularly important because it has been reported that 73% of individuals who suffer from an acute lateral ankle sprain will continue to have residual signs and symptoms including pain and dysfunction for anywhere from 6 to 18 months postinjury.
2 Fifty-nine percent of patients with residual signs and symptoms go on to modify their activities of daily living. 3 Residual signs and symptoms could include pain, ankle instability, crepitus, and weakness. 3 Clinicians can use self-reported patient information to identify areas of continued symptoms and limitations in their patients in an effort to design patient-specific treatment goals. Ankle injuries in sport and recreation are common. It has been estimated that the incidence of acute lateral ankle sprain is about 1 ankle inversion sprain per 10,000 people per day. 4 It has also been reported that the recurrence rate after a lateral ankle sprain is as high as 73%. 3 Given the recurrence rate of ankle sprains in sports and recreation, a measurement of self-reported function may be useful to identify patients who still may perceive they are suffering from the residual signs and symptoms associated with the initial ankle sprain.
Traditionally, sport rehabilitation clinicians have relied largely on diseaseoriented evidence such as measures of a patient's range of motion, strength, and functional-test performance to guide treatment and return-to-play decisions. More recently, patient-oriented evidence based on patients' subjective functional limitations and disability has gained favor as an adjunct to traditional clinical assessment. 1 Measures of self-reported function enable clinicians to assess changes in functional status over time, from the patient's perspective, and may also allow them to make more sound clinical decisions when returning patients back to activity. Self-reported functional measurements can be used immediately after an injury to give the clinician an idea of the level of impairment or disability.
Self-reported functional scales may be used as discriminative or evaluative instruments. If used discriminatively, they help identify a subset of individuals with a specific pathology. When used for evaluative purposes they can measure an individual's changes in health status (function) over time. 5 Of particular interest to us for this article are self-report functional scales used for evaluative purposes to assess patient self-reported function after an ankle injury.
Clinical Outcomes Assessment
There are 2 types of health-related quality-of-life instruments: generic and disease specific. 6 Generic instruments such as the SF-12 are designed to assess multiple aspects of quality of life across a range of different patient disease groups. On the other hand, disease-specific instruments are designed to measure aspects of quality of life that are relevant to a specific disease or injury group and tend to be more clinically sensitive and potentially more responsive to detecting changes. 6 Several injury-specific selfreport functional ankle scales have been used in the literature, including the Foot and Ankle Ability Measure (FAAM), 1, 5, 7 Lower Extremity Functional Scale, 8 Sport Ankle Rating System, 9 Ankle Joint Functional Assessment Tool, 10, 11 and American Orthopedic Foot and Ankle Surgeons scale. 12 Although there are several scales that can be used by clinicians to assess self-reported function, this article focuses on the use of the FAAM in a sport rehabilitation setting. The FAAM and FAAM-sport subscale compose a region-specific self-report function scale with 2 components that address limitations in function after a lower extremity injury. More specifically, the FAAMsport subscale assesses more difficult tasks that are essential to a specific sport. 1 The FAAM, when compared with the other scales, has undergone the most rigorous validity testing, and although the others are promising they have specific limitations such as lack of heterogeneity among subjects participating in the study, incomplete validity or reliability data, or having been used only in small samples. 11 The FAAM has been used to assess self-reported function in individuals recovering from foot or ankle injuries. 1, 5, 7 The injuries assessed with the FAAM included but were not limited to ankle, foot, toe, tibial, and fibular injuries. The FAAM evolved from the Foot and Ankle Disability Index through rigorous item-response-theory testing on a group of over 800 physical therapy patients with foot and ankle injuries. 7 Information obtained from the FAAM may be used to detect changes in selfreported function over time, as well as to evaluate the effectiveness of a specific intervention being delivered by a clinician.
The FAAM comprises 2 subscales: activities of daily living (ADL), which is composed of 21 questions, and sport, which is composed of 8 questions (see the Appendix). Each item is scored on a 5-point Likert scale, with 4 indicating no difficulty at all and 0 indicating unable to do. 5 Patients can score from 0 to 84 on the ADL subscale and 0 to 32 on the sport subscale, with higher scores representing a higher level of function for each subscale. 5 Scores for each subscale are typically converted to a percentage score, with 100 indicating full function. Martin et al 7 provided extensive evidence for the validity and reliability of the instrument when used to assess function in individuals with foot or ankle injuries undergoing physical therapy, indicating that the FAAM is an appropriate measure of self-reported function for clinicians.
Although the ADL subscale provides the clinician with important day-to-day information, the sport subscale is very important in the athletic population. Carcia et al 5 reported differences on both subscales between healthy college athletes and those with chronic ankle instability. Healthy athletes scored higher on both subscales, but the difference was greatest on the sport subscale. These findings suggest that fewer limitations are associated with ADL in college athletes with chronic ankle instability than in healthy athletes, suggesting that more attention should be paid to the sport subscale because this is where there are larger differences between groups. Serial evaluation with the sport subscale tells the clinician not only if the athlete perceives that he or she has improved in terms of ankle function over time but also if the athlete perceives that he or she can maximally perform sport-specific tasks. The FAAM can be useful for the clinician to assess scores on this subscale over time and use them as a means to determine when to alter patient treatment, functionally test an athlete for return to play, and terminate rehabilitation. An excellent review of how to use patient-rated outcomes measures to guide treatment decisions is provided in this thematic issue by Michener. 13 The minimal clinically importance difference is the clinimetric property of a measurement instrument that represents the smallest magnitude of change in the particular measure that represents a clinically meaningful change in a patient's self-reported function. The minimal clinically importance difference is the smallest absolute difference in score (ie, from initial to follow-up visit) that patients perceive as beneficial and that would mandate, in the absence of troublesome side effects and excessive cost, a change in the patient's management. 14 The minimal amount of patient-reported changes for the FAAM ADL and sport subscales have been reported to be 8% and 9%, respectively. 
Patient Scenario
We provide this patient scenario as an example of the utility of using the FAAM as an evaluative tool in the management of an injured athlete. A 20-year-old male Division 1 college basketball player sustained a grade 2 inversion ankle sprain during preseason. The athlete sustained the injury coming down from a rebound and landing on the foot of a defensive player. The mechanism of injury was plantar flexion and extreme inversion. Although the athlete did not hear a pop, he complained of pain on the lateral aspect of the ankle. The athlete does not have a history of ankle sprain. Radiographs were negative for a fracture of the fibula.
Clinician evaluation of the injury revealed moderate amounts of swelling around the lateral aspect of the ankle and ecchymosis at the distal fibula and lateral calcaneous. Palpable pain was noted directly on the lateral malleolus, anterior talofibular ligament, and calcaneofibular ligament; no pain was noted on the medial aspect of the ankle. Range-of-motion (ROM) evaluation revealed decreases in dorsiflexion ROM. All 4 directions of movement (dorsiflexion, plantar flexion, eversion, and inversion) were painful, with the most pain occurring with a combination of plantar flexion and inversion. During strength testing was not able to tolerate resistance but could perform movement through each ROM (subjectively a 3 out of 5 on the manual muscle testing scale) for the invertors, evertors, and plantar flexors of the foot and ankle. Special testing was positive for the anterior drawer and inversion talar-tilt test for both laxity and pain. After evaluation the athlete was diagnosed with a second-degree ankle sprain, with anterior talofibular ligament and calcaneofibular ligament involvement.
The FAAM was administered to the injured athlete as an evaluative tool immediately after the injury and 3 days and 1, 2, and 4 weeks postinjury to provide the clinician with valuable subjective information on the patient's self-reported function (see Table 1 ). During the acute phase of the injury (days 1-3) the patient reported extreme difficulty and pain with the following criteria on the FAAM and FAAM-sport subscale: weight-bearing activities, extreme pain, and an inability to perform cutting, squatting, and low-impact activities. The athlete also reported a lack of ability to perform sport-specific activities with his normal technique and an inability to participate in his desired sport. In addition to the low scores on the FAAM and FAAM-sport, the athlete scored low on the mental and physical subscales of the SF-12. Initially, he reported his health status as fair, with a reduction in social activities with his peers since the initial injury.
At his 1-week follow-up the athlete's self-reported function had improved on both subscales of the FAAM; this is supported by his perceived ability to walk up and down stairs with mild pain, to perform light to moderate work, and to participate in some recreational activities and a reduction in perceived pain. Scores on the SF-12 also improved on the physical but not the mental subscale. The athlete's health status had improved from fair to good, but performance in sport-specific moderate activities was still limited and the athlete still reported a lack of participation in social activities.
Two weeks postinjury the athlete had no difficulty running, was able to perform activity with normal technique, and was capable of jumping in the sagittal plane with slight difficulty. Improvements on the FAAM, FAAM-sport, and SF-12 were observed at the 2-week assessment. As the athlete regained the ability to participate in sport-related activity, his health status changed from good to very good, his injury no longer interfered with his social activities, and he felt only slightly limited in his ADL.
At 4-week follow-up the athlete's scores on the FAAM and FAAM-sport had improved and were supported by his ability to perform more sport-specific activities such as cutting and figure-8 maneuvers, starting and stopping quickly, and performing movements in the frontal plane. The athlete still perceived his health to be very good but also reported no restrictions with social activities, an improvement in energy level, and mild pain while performing sport-specific tasks and ADL. Return-to-play decision for the basketball athlete would be determined by the following clinical findings: (1) pain-free full ROM, (2) return of strength of the injured body part to approximately 90-95% of that of the opposite ankle, (3) ability to perform the actions and motions required during basketball activities (ie, running, changing directions, jumping, and ability to stop), and (4) score of 95% or better on the FAAM ADL and 80% or better on the FAAM-sport subscale. Recommendations for return to participation are based on several criteria and depend on the achievement of patient-specific rehabilitation goals, with consideration given to the athlete's activity demands, the clinician's objective clinical assessment, and the patient's self-report of function. If the athlete meets all the aforementioned criteria he would be cleared to compete in practices and competitions (see Table 2 ).
Clinical Decision Making
According to the clinical assessment during days 1 to 3 after the ankle sprain, the basketball player was clearly too impaired, presenting with a high degree of pain and loss of ROM and strength and having too much disability as represented by low scores on the FAAM ADL and sport subscales to play basketball. One week postinjury as the athlete's clinical measurements were improving (dorsiflexion ROM, swelling, and manual muscle testing), so were his self-reported functional scores. Although both subscale scores were improving at intervals exceeding the minimal clinically importance difference, which is an indication that the athlete was functionally progressing with rehabilitation, it is important to note that selfreported sport-subscale scores were still low. Sport-specific activities such as cutting, running, landing, lateral movements, or return to practice were not permitted at this time. The clinician decided to have the athlete avoid such movements in favor of less aggravating rehabilitative activities. Focus was placed on less bothersome functional activities and movements that the athlete felt confident and able to perform and still allow for functional progression.
Assessment of the athlete's functional ability 2 weeks postinjury through the use of patient-based outcomes revealed substantial increases in self-reported function, which corresponded with improvements observed in the athlete's clinical assessment. Incorporation of sagittal-plane movements and more sport-specific tasks was indicated during this phase of the injury rehabilitation process.
The biggest improvement in self-reported function in our example occurred at week 4, with the athlete advancing from a 60% to an 80% on the FAAM-sport subscale. These findings along with the objective assessment indicated that the athlete might be ready to progress to more difficult tasks such as cutting, running and stopping quickly, and landing. Self-reported function at week 4 improved along with the clinician's objective findings: manual muscle testing 95% in all directions, no swelling, full dorsiflexion ROM, and functional testing within normal limits. Pending the passing of functional performance tests the clinician now cleared the athlete to return to sport with the limitation of tape or brace until he reached a score of 90% or better on the sport subscale.
Self-reported functional measures provide the clinician with more quantitative data to make clinical decisions than is possible with typical clinical exam. The selfreported function assessments should not replace thorough clinical examination or sound clinical reasoning; instead they should be an adjunct to them. Clinicians should seriously consider systematically implementing serial follow-up assessments of self-reported function measures in their routine clinical practice.
Summary
The objective portion of the clinician's assessment usually focuses on the impairments associated with the injury, not the athlete's subjective functional ability. 1 Although information obtained from an objective clinical assessment helps guide the clinician's ultimate decision to return the athlete to play, other tools such as the FAAM are important measures that can aid the clinician during decision making. The FAAM is a sensitive measure that can be used to assess changes in self-reported function in patients suffering from chronic ankle instability 1, 5 and those with various foot and ankle pathologies 7 and could be a valuable tool for clinicians to incorporate in their clinical assessment. In addition to our objective assessment tools, the FAAM provides the clinician with a tool that can be used to assess function and disability through our patients' self-reported responses.
